It has been suggested that congenital toxoplasmosis could be prevented by antenatal serological screening, followed by treatment or by termination of pregnancy if infection occurs. The only study of the 
Introduction
Toxoplasmosis is a common infection caused by the protozoan parasite Toxoplasma gondii. About half of the population in England and Wales acquire specific antibody by the age of 60 years.' Cats and uncooked meat are thought to be the principal sources of human infection, although the exact modes of transmission are not known. When acquired postnatally by immunocompetent individuals toxoplasmosis is usually asymptomatic, although it may cause fever and lymphadenopathy. If a pregnant woman acquires toxoplasmosis, the organism may cross the placenta.2 Transmission to the fetus occurs in about 45 % of such infections overall, although the rate increases with the length of gestation.3 Chorioretinitis, hydrocephalus, and intracranial calcification (the "classic triad") are well recognised signs of congenital toxoplasmosis, although other less specific features such as prematurity, intrauterine growth retardation, hepatosplenomegaly, and jaundice may also occur. 4 Only 10-20% of congenitally infected infants, however, have clinically apparent disease at birth.3 Longitudinal studies of asymptomatic infected neonates show that a high proportion of them develop chorioretinitis, moderate to severe neurological sequelae, or both, months or even years later. 5 There has been much debate in recent British and American publications on the need for antenatal serological screening to detect toxoplasmosis acquired during pregnancy. Congenital toxoplasmosis might then be prevented by treatment or by termination of pregnancy if infection occurs.6 7 One of the classic criteria for justifying a screening programme is that the condition to be prevented is an appreciable public health problem.8 The only study of the incidence of congenital toxoplasmosis in England, Wales, and Northern Ireland took place more than 10 years ago. 9 This was a review of laboratory reports to the Public Health Laboratory Service of clinically apparent toxoplasmosis in children aged 6 months to 4 years, and it was decided to repeat this study to estimate the size of the present problem. This would be a relatively cheap, quick, and simple analysis of routinely available data that would not yield information on subclinical cases but, by using published data on the ratio of symptomatic to asymptomatic infections,'4 would allow estimation of the total incidence of congenital toxoplasmosis. Probable congenital infection-Babies under six months were classified as having probable congenital infection if the report form showed either dye test titre > 1/2000 with or without specific IgM, plus either two or more clinical features of the "classic triad" or choroiditis or intracranial calcification alone (hydrocephalus alone was not considered sufficiently specific for congenital infection); or specific IgM even if the clinical features were non-specific-for example, small for dates, jaundice, retarded, congenital infection, or dye test titre at least three times that of the maternal titre. The same criteria were used for babies and children 7 months to 4 years but excluding cases with specific IgM after 8 months of age.
Probable postnatally acquired infection-Children were considered to have acquired infection postnatally if the report form showed either positive dye test titre with typical clinical features-for example, pyrexia, lymphadenopathy; or specific IgM in a child over 8 months even without typical clinical features; or rising dye test titre in a child over 1 year.
Unclassifiable-Where clinical features were not specific for congenital or postnatally acquired toxoplasmosis and no IgM or maternal dye test titre was reported, the infection was considered unclassifiable. This group may have included children with congenital or postnatally acquired infection, but there was insufficient clinical and serological information to justify their inclusion in either categories.
Results
A total of 91 cases were reported over the six years; 45 from Leeds, 25 from Tooting, and 21 from Swansea. The annual number of reports for all patients aged 0-4 years ranged from seven to 20 (table I) . Babies under 6 months are shown separately in the table because as a group they would be expected to include the most obvious and severe "classic" congenital cases. The annual totals ranged from 2 to 9 (mean 5-5). Table II shows that 34 of the 91 cases were classified as probable congenital infection and 20 as probably acquired after birth, while 37 were unclassifiable. Over the six years of the review only four infants, all neonates, were reported to have the classic triad of symptoms.
Discussion
There were two striking findings from this review of laboratory reports of toxoplasmosis in children under 4 years of age. Firstly, the numbers of cases were considerably smaller than other estimates of symptomatic congenital toxoplasmosis in the British Isles published in the past 10 years. One earlier epidemiological study was identical to. this one, except that babies under 6 months were excluded and there was no distinction between congenital and postnatally acquired infection. 9 The results showed that 30-50 cases were reported annually, and these figures have been cited and used in more recent publications to estimate the annual incidence of symptomatic congenital toxoplasmosis in England, Wales, and Ireland-that is, numbers of new cases per 10 000 pregnancies per year.' 10 11 Ruoss and Bourne's study is the only published prospective study of seroconversion in susceptible English women during pregnancy with follow up until delivery.1' The authors found a seroconversion rate of three per 1000 susceptible pregnant women. If one quarter of the childbearing population in Britain are already naturally immune,t and the above seroconversion rate is applied to the average annual number of pregnancies during the study period (1975-80), 1730 infections in pregnant women would have been expected each year of the study period. Assuming further that during pregnancy, 45",, of infected women actually transmit the infection to their infants,4 about 780 such transmissions would have occurred. Only 10°o to 2000 of congenitally infected infants show symptoms at birth (and are therefore investigated),3 4 so from 80 to 160 cases might have been expected each year of the study period. It should be noted that data from French and American studies were used in the above assumptions about transmission rates and proportions of clinically obvious patients because there was no comparable information about British cases.
A recent study of congenital toxoplasmosis in Scotland showed that the incidence of both symptomatic and asymptomatic infection was at least 0-5 per 1000 live births." Applying this rate to the annual average of 650 000 births for England, Wales, and Northern Ireland from 1975 to 1980, 325 infected babies would have been born each year. Of these, from 30 to 60 would have been clinically obvious at birth using the assumptions described above.
The total numbers recorded during this review were less than half those obtained (direct or by using estimates) in previous British studies. The difference is even more striking if only those cases in this study who met the criteria for probable congenital toxoplasmosis (mean 5-7 annually) are included in the comparison. It is notable that over the study period only four neonates were reported to have the classic triad of symptoms.
Several hypotheses may be advanced to explain the differences between the observed and expected incidence of symptomatic CT. The condition may be underdiagnosed; it seems unlikely that paediatricians would not recognise infants with typical infection, but those with no symptoms or with non-specific symptoms might be missed and these may form a larger proportion of British cases than has been observed in other countries.
Alternatively, the rate of placental transmission described in French studies4 and used in two of the above estimates of incidence rates may be lower in British mothers. No infected babies were born to the seven "seroconverters" in Ruoss and Bournes's study12 although Williams The second principal finding of this study was the problem of studying the epidemiology of congenital toxoplasmosis using routinely reported laboratory data. Difficulties of differentiation between congenital and postnatally acquired toxoplasmosis in infants and young children and insufficient clinical and serological information contributed to the problem. Using these data, it was not possible to determine whether or not congenital toxoplasmosis is an appreciable public health problem in Britain.
There is a need for improved diagnosis of congenital toxoplasmosis. This would not only help to clarify the epidemiology but would also assist clinicians in their management of suspected cases. A satisfactory diagnosis is more likely to be achieved if: (a) clinicians supply the laboratory with full relevant clinical information; (b) repeat serological tests are undertaken (in the infant under 1 year of age, falling dye test titres indicate passively acquired antibody, while in the older child a rising titre indicates postnatally acquired infection); (c) the maternal titres are assayed. There is also a need for further prospective surveys of pregnant women and their babies with detailed follow up of all probable and possible cases. Only then can the effectiveness of treatment, the potential value of vaccination, and the role of antenatal screening be satisfactorily assessed. FOR THE HEAD-Let such as love their heads or brains, either forbear such things as are obnoxious to the brain, as Garlick, Leeks, Onions, beware of surfeiting and drunkenness. To purge the Head-The head is purged by Gargarisms, of which Mustard, in my opinion, is excellent, and therefore a spoonful of Mustard put into the mouth, is excellent for one that is troubled with the lethargy: also the head is purged by sneezing; but be sure if you would keep your brain clear, keep your stomach clean. For a rheum in the Head, and the Palsy-Take a red Onion, and bruise it well, and boil it in a little Verjuice, and put thereto a little clarified honey, and a great spoonful of good Mustard, when it is well boiled, raise the sick upright, and let him receive the smell up his nose twice a day, whilst it is very hot. For a rheum in the Head-Boil Pimpernel well in Wine, and drink a draught of the Wine in the evening, hot, but in the morning cold, or Stew Onions in a close pot, and bathe the head and mouth, and nose therewith. For the falling off of the Hair-Beat Linseeds very well, and mix them with Sallad-oil; and when you have well mixed them, anoint the head therewith, and in three or four times using it will help you. To purge the Head-Chew the root of Pellitory of Spain, and chew it on both sides of thy mouth, and as the rheum falls down into thy mouth, spit it out, but retain the root there still, till you think the head is purged enough for that time. (Nicholas Culpeper (1616-54) The Complete Herbal, 1950.)
